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Using Compassionate Mind Training as a Resource in EMDR: A Case Study 

This case study examines the contribution of Compassionate Mind Training (CMT) when used as a resource in the EMDR treatment of a 58 year old man, who presented after a recent trauma with psychological distress and somatic symptoms – an inability to sign his name.  Self-report questionnaires (Hospital Anxiety and Depression Scale, Impact of Events Scale-R, and Self Compassion Scale) were administered at pre-therapy, mid-therapy, post-therapy, and 9-month follow-up.  EMDR with CMT facilitated recall of forgotten memories about his sister’s traumatic death decades previously, with related emotions of shame and grief, creating insight into how these past events linked to his current signature-signing phobia. . 8 sessions of therapy resulted in an elimination of the client’s signature-signing phobia, and a reduction in trauma-related symptoms, elevation in mood, and increase in self-compassion. Effects were maintained at 9-month follow-up.  The Discussion highlights the value of working collaboratively with clients to best meet their individual needs.





Using Compassionate Mind Training as a Resource in EMDR): A Case Study 

This case study examines the role of Compassionate Mind Training (CMT) when used as a resource in Eye Movement Desensitization and Reprocessing (EMDR).  The study explores the treatment of repressed emotions which manifested somatically, decades after a traumatic event. This analysis considers the impact of using CMT as a Resource within EMDR practice and illustrates the value of this therapeutic approach in enhancing self-compassion and understanding.  
No one therapy is a panacea for all and individuals can find different therapeutic approaches helpful at different times in their life and according to their personal scenarios (McLeod, 2010). Consequently, it is essential that therapists work collaboratively with clients using whatever therapeutic intervention best meets the clients’ individual needs.  Various researchers and clinicians have written about the value of integrating EMDR with other treatments (e.g., Shapiro, 2002; Shapiro, Kaslow, & Maxfield, 2007). The development of ‘third wave’ approaches such as mindfulness (Segal, Willams, & Teasdale, 2001) and compassion-focused therapy (Gilbert & Irons, 2004) offers exciting new possibilities for incorporation into EMDR practice.
Initially the client in this case study was referred with trauma-related symptoms for a course of Cognitive-Behavioural Therapy (CBT).  At present CBT is the recommended therapy in the UK for many mental health issues including depression, anxiety and post traumatic stress disorder (The National Institute for Clinical Excellence, 2005). Layard (2006) argues that mental health is Britain’s biggest social problem and suggests that psychological therapy such as CBT is the solution.  CBT is a treatment that challenges the way individuals think and behave and has been found to be effective in treating individuals who have suffered a traumatic event. 
Post-Traumatic Stress Disorder (PTSD) is currently classed as an anxiety disorder that may be experienced following a traumatic event. PTSD can result from either a single event or series of events that take place over many months or even years. The three main symptoms that present in PTSD are hyper-arousal, intrusive recollections (nightmares and flashbacks) and emotional numbing (American Psychiatric Association, 2000).  Therapy aims to explore the individual’s distressing feelings, behaviour and thought processes by using techniques such as graded exposure (Grey, Young, & Holmes, 2002).  A goal for therapy is to process the trauma so the traumatic memory is stored as a past event (Grey, Holmes, & Brewin, 2001; Ehlers & Clark, 2000). 
Emotions such as shame, guilt and blame are often key components of PTSD, although they are not included within the DSM-IV-TR diagnostic criteria (Harman & Lee, 2010). These emotions can inhibit recovery if the individual feels no compassion for themselves (Balcon, Call, & Pearlman, 2000). There is a growing body of evidence that suggests that individuals may benefit from developing compassion for ‘the self that was shamed’ and/or feels guilt and blame (Beaumont, Galpin,& Jenkins,  2012; Lee & Scragg, 2001; Gilbert, Baldwin, Irons, Baccus, Palmer & 2006; Gilbert & Irons, 2004). 
Compassionate Mind Training
Following the client’s initial assessment, a CBT approach which incorporated Compassionate Mind Training (CMT) was deemed an appropriate course of treatment for him, firstly because it could help prevent the client from becoming sensitive to threats of rejection, criticism, and self-attacks and secondly because CMT overlaps substantially with therapeutic interventions developed for trauma (Wheatley, Brewin, & Patel, 2007). Indeed, Beaumont, Galpin and Jenkins (2012) suggest that CMT can be an important adjunct to therapy for victims of trauma.  Incorporating CMT strategies into therapy offers a creative way to work and can help alleviate self-criticism and help prevent relapse (Gilbert, Baldwin, Irons, Baccus & Palmer, 2006; Gilbert & Irons, 2005; Harman & Lee, 2010; Neff, Kirkpatrick & Rude, 2007).  Research suggests that through combining CBT and CMT individuals will learn to challenge their internal ‘self-talk’ by being caring and sympathetic rather than critical and judgmental. 
In this case, despite incorporating CMT into therapy, the client struggled to engage with certain CBT interventions. However, the client had started to respond well to strategies that helped increase compassion and tackle the ‘critic within’. For example, he started to realise that he had a ‘bullying inner voice’ that caused him psychological distress and he had started to challenge this bully by using the imagery strategies taught to him in therapy. Because the client had become familiar with the symbolic referent of compassion it was therefore decided to use CMT as a resource and interweave in the EMDR protocol. 
CMT increases awareness and understanding of the automatic reactions experienced that have evolved and which have been learned during childhood. Key principles of CMT are to motivate the client to care for their wellbeing, to become sensitive to personal needs and distress, and to extend warmth and understanding towards themselves. The client is encouraged to employ self-soothing actions, with the therapist focused on identifying strengths and positive attributes or skills, such as good coping strategies, courage and acts of kindness (Gilbert, Baldwin, Irons, Baccus &Palmer, 2006; Gilbert & Irons, 2004). Clients are led to revisit positive memories and work on aspects of self. Compassionate thinking involves how the client reasons in their world, themselves and others. CMT includes ensuring that clients’ experience alternative thoughts as kind, supportive and helpful. Logic is not enough, with evidence secondary to the experience of being helped and supported. The process of the therapy itself involves the therapist listening warmly, acknowledging and validating the clients’ emotions and personal meanings (Gilbert, 2009; Gilbert & Iron, 2004). Table 1 lists some of the treatment techniques utilised in CMT. 
INSERT TABLE 1 
In summary, success of CMT involves the therapist identifying, historically plotting and validating function and origin of safety strategies, in part, to reduce shame (Linehan, 1993; Ogden, 2006; Van der Hart, 2006; Gilbert, 2007). Compassion develops out of client recognition that their pathology and symptoms are ‘not their fault’. Once the client stops condemning and blaming themselves for their symptoms, thinking and feelings, they are freer to progress towards taking responsibility and learning to cope. 
Gilbert and Irons (2005) suggest that the affect regulation system is poorly accessible in people with high shame and self-criticism, in whom the ‘threat’ affect regulation system dominates orientation to their inner and outer worlds. Therefore, CMT as a resource and interweave was integrated with EMDR to help the client develop experiences of inner warmth, compassion for himself, safeness and soothing, at the same time as exploring the trauma event.  

Eye Movement Desensitization and Reprocessing 
EMDR was selected as the therapeutic method because it emphasises disturbing memories as the cause of psychopathology, and it is useful for alleviating symptoms of trauma. Its efficacy in the treatment of PTSD is well recognized (e.g., Bisson et al., 2007; Foa, Keane, Friedman, & Cohen, 2009; National Institute of Clinical Excellence, 2005; Schubert & Lee, 2009; Seidler & Wagner, 2006). In particular and of relevance to this study, Solomon and Shapiro (1997) suggest that EMDR therapy significantly accelerates recovery from a traumatic loss.  Preliminary evidence also indicates that EMDR may be effective for somatoform disorders and medically unexplained symptoms, especially when the onset of the symptom was linked to a traumatic event (Russell, 2008; van Rood & de Roos, 2009).
Shapiro’s (2001) Adaptive Information Processing model states that the body and mind has a natural processing system (Shapiro, 1989), which controls, filters and reacts to incoming information. When confronted with a trauma the information processing system is sometimes interrupted (like a blocked wound in the body), which can cause a variety of traumatic symptoms (Parnell, 2007). According to Shapiro (1989, 1995, 2001, 2007), a traumatic experience can overwhelm usual neurological coping mechanisms, which results in associated stimuli being inadequately processed and stored in an isolated memory network.   This can lead to maladaptive emotions, intrusive thoughts, images and sensations, and future maladaptive responses. The goal of EMDR is to reprocess and unlock distressing memories. EMDR assists with accessing memory networks and works towards integrating isolated or dissociated material into the whole by modifying and incorporating it with more adaptive information.   From that perspective, increasing self compassion strengthens the memory networks of those resources, allowing them to become available to be integrated into traumatic memories during EMDR. 
Shapiro (1995) described EMDR as an eight-phase treatment approach incorporating (a) client history and assessment; (b) preparation for EMDR, enhancing stabilization and strengthening personal resources such as self-compassion; (c) assessment of the memory to be targeted, identifying associated image, negative cognition, preferred positive cognition, emotions, and body sensations , (d) desensitization of the distressing memory; (e) installation of the positive cognition; (f) body scan; (g) session closure; and (h) re-evaluation.  During EMDR, related past and present experiences are targeted, by having the client focus, for a “set” about 30 seconds, on aspects of the targeted experience, while simultaneously engaging in therapist-directed horizontal eye movements.  After each set, the client reports associated material that was elicited during the set, and that material typically becomes the focus of the next set. Occasionally this process stalls and the therapist may use an “interweave”, shifting the focus to restart the processing.  In the case described in this study, CMT material was occasionally used as an interweave. Once memories have been processed the therapist explores how the client would like to feel, believe and act in the future (Parnell, 2007; Shapiro, 2001). At the end of therapy the client should feel physically, cognitively and emotionally secure with anticipated future events.  
The EMDR treatment protocol combines elements from a variety of psychotherapeutic approaches (Shapiro, 1995). For example, it includes elements of cognitive (Beck, 1967), behaviour (Skinner, 1969), compassion-focused (Gilbert, 2003) and client-centered (Rogers 1980) therapies.  EMDR differs from CBT because of the emphasis on the idea that trauma can be maintained in a memory network that is not accessible until some aspect of the network is accessed (Shapiro, 2001).  EMDR and CBT have similarities in that both use assessment, case conceptualisation and work in collaboration with the client. In addition, both approaches examine behaviour, cognitions, emotions and physiological responses. Both approaches use Socratic dialogue, guided discovery, examine and explore goals. However, the client found some aspects of CBT difficult to engage with outside of therapy, for example, he found graded exposure tasks overwhelming which led to feelings of guilt and shame. Therefore CMT and EMDR were judged to be appropriate interventions. 


Introduction to the Case
The Case of Tom (pseudonym) is an example of how using CMT as a Resource in EMDR resolved grief in an individual experiencing physical and psychological trauma symptoms that were linked to the past and the present. 
Tom was a 58-year old white married male who was referred for therapy to treat trauma-related symptoms following a Road Traffic Accident (RTA) 18 months earlier in which he claimed to have injured his hand. Various physical examinations revealed no injury to his hand, hence he was referred for psychological intervention for this medically unexplained symptom. Tom was a director of a successful company, had good social support networks, and reported a stable happy childhood and no past psychiatric history. He was referred to the first author for help with anxiety, trauma and phobic symptoms. Since the RTA, Tom had developed a fear of signing his name in front of people and was referred for therapy for this phobia. 
CBT combined with CMT was the initial treatment option. However, after 4 sessions Tom reported that he was struggling to engage in the behavioural experiments involved. For example, he had struggled with exposure tasks, one of which involved signing a cheque in the supermarket. He reported: “I couldn’t do it.... I shake that much I put a hole in the paper.... I just keep shaking when I have to sign my name...I know it is stupid but I have never felt so pathetic”. Tom and the first author decided that EMDR may be a more appropriate intervention. 
Presenting problems.
Tom’s presenting symptoms included intrusive thoughts. For example: “What will people think if they see me shaking,” “I could have been killed in that accident”.  The image reported by Tom was of him sitting in front of other people attempting to sign his name, whilst shaking and sweating uncontrollably. Tom’s physiological symptoms included poor concentration and sleep disturbance. He had nightmares about the RTA and reported sleeping problems due to repeated ‘what if’ thoughts. Tom was very self-critical and reported feeling tearful, frustrated, ashamed, and angry for developing the problem. 
Client goals. 
Goals of therapy were discussed and Tom reported that he wanted to learn to cope and understand his trauma and anxiety symptoms and be able to sign his name in public as this was a task he had avoided doing since the RTA. He wanted to stop using avoidance strategies to deal with his problem and regain enjoyment in social activities upon resolve of his difficulty. The treatment plan included CMT to help Tom deal with feelings of shame and self-criticism. An explanation of the processes involved follows. 
Client history.
 Tom had no significant medical history, but had been recently prescribed beta-blockers (propranolol) by his GP to help limit anxiety-related symptoms such as palpitations. Tom described himself as a happy individual who withdrew from stressful situations. He reported to have a loving, happy and fulfilled relationship with his wife that had lasted 25 years and no history of emotional, physical or sexual abuse. Post RTA he began to dread attending team meetings and declared that his alcohol consumption had increased to a bottle of wine per night. By the start of therapy this was halved. Tom had 4 siblings and reported that his younger 7 month pregnant sister had been tragically killed in a car accident when he was 19 years old.  

Assessment 
Tom initially believed that his hand had been injured in a road traffic accident (RTA) because he had begun to find signing his name in public extremely difficult. Nonetheless, medical examination ruled out physical damage and hence psychotherapy was recommended. Tom was referred with trauma-related phobic symptoms. The following measuring tools were utilised to assess symptoms, at pre-treatment (before EMDR+CMT and after CBT+CMT), mid treatment (Session 4), post-treatment (Session 8), and 9 month follow-up. 
(1) The Hospital Anxiety and Depression Scale (HADS) 
The HADS is a 14 item self-report scale with two subscales that measure anxiety and depression (Snaith & Zigmond, 1994). The HADS scores out of 42 (21 for anxiety/21 for depression subscales). Each item is scored 0 to 3, and a score of 8 or greater on one or both of the subscales indicates symptoms of depression and/or anxiety. The HADS has been successfully validated across a number of settings (Haerter, Reuter, Gross-Hardt & Bengel, 2001; Moorey et al., 1991; Savard, Laberge, Gauthier, Ivers &Bergeron, 1998).
(2) The Impact of Events Scale-Revised (IES-R)
The IES-R is a 22 item self-report scale that measures avoidance, intrusion and hyper-arousal symptoms (Horowitz, Wilner & Alvarez, 1979; Weiss & Marmar, 1996). A score above 33 suggests that the completer is experiencing significant intrusive, avoidance or hyper-arousal symptoms in attempts to manage painful consequences of a trauma incident (Creamer, Bell & Faillia, 2003).  The IES-R has been successfully validated across a number of settings (Beck et al., 2008; Creamer, Bell & Faillia, 2003). 
(3) Self-Compassion Scale- Short Form (SCS-SF)
The SCS is a 12 item self-report scale that measures self-compassion (Neff, 2003). The scores are obtained by calculating the mean score for the responses on the questionnaire (reverse scoring applies to some of the items on the questionnaire). This gives a total self-compassion mean score. A mean score of 1-2.5 indicates low self-compassion, 2.5 -3.5 moderate and 3.5 and above high (Neff, 2003). The SCS-SF represents a reliable and valid alternative to the long-form SCS, especially when looking at overall self-compassion scores (Raes, Pommier, Neff & Van Gucht, 2010).
(4) Dissociative Experiences Scale II (DES II) 
The DESII is a 28 item self-report scale questionnaire that measures daily dissociation experiences in the clients’ life (Carlson & Putnam, 1993). A total score is determined by calculating the average score for all items. Carlson and Putnam suggest that a cut-off score of 20 is suggestive of PTSD. The DES has very good validity and reliability, and good overall psychometric properties, as reviewed by its original developers (Carlson & Putnam, 1993; Carlson et al., 1993).
In addition and in accordance with standard EMDR protocol the following scales were also used:
(5) Validity of Cognition Scale (VOC) 
The VOC scale developed by Shapiro (1995) is a subjective measuring scale with scores ranging from 1-7 (completely false - completely true), where 1 represents totally unbelievable and 7 totally believable. It is used to evaluate the felt validity of a preferred positive cognition. 
(6)  Subjective Units of Disturbance Scale (SUDS)
The SUDS scale is a subjective scale which is used to examine disturbance level of target incidents (Shapiro, 1989; Wolpe, 1958). The scores range from 0 (no feelings of disturbance) to 10 (worst disturbance). It is used during EMDR to evaluated the emotional distress associated with the traumatic memories and to determine if they have been effectively desensitised.
Case Conceptualisation 
Shapiro’s (1995) Adaptive Information Processing (AIP) model offers a framework to conceptualise Tom’s presentation and to organize his treatment.  This model hypothesizes that most pathology is a symptom of traumatic or distressing memories, which are stored in isolated memory networks, and that processing these memories will resolve the symptoms.  Individuals experiencing trauma-related symptoms often have no explanation for ignition of triggers and dramatic bodily reactions (Scott & Stradling, 2006). Van der Kolk and Saporta (1999) proposed that ‘the body keeps score’ and somatically retains traumatic memories. The AIP model views these types of somatic experiences and medically unexplained symptoms as an activation of material stored in a dysfunctional memory network. 
The model requires that therapists develop with clients a targeting treatment plan, which involves examining key memories linked with current symptoms. EMDR protocol directs that the earliest and strongest memories should be processed first because they may have set the groundwork for present dysfunction (Shapiro, 1995).  The most recent and any associated current stimuli should then be reprocessed before installing a Future Template, an EMDR protocol for developing mental imagery for future, positive behaviours.  Previous traumatic events (tragic death of Tom’s pregnant sister) would be hypothesised as contributing to Tom’s current feelings of shame and trauma-related symptoms. His recent car accident and subsequent phobia was the trigger that impacted on his cognitions (“I am stupid”), behaviour (avoidance of signing his name), affect (feelings of shame) and physiology. Tom’s processing appeared to be blocking access to memory networks and hence prevented adaptive information processing from taking place. Avoidant strategies were used by Tom so he did not have to sign his name in public which in the short-term reduced Tom’s anxiety-related symptoms but maintained the belief “I am stupid”. However, despite attempts at avoidance, Tom was unable to avoid signing documents which led to unhelpful intrusive thoughts and feelings of shame. 
Course of Treatment
As mentioned above, Tom had previously had four sessions of CBT, integrated with CMT. When he reported an overwhelming inability to engage in the CBT exposure exercises and behavioral experiments, CBT was replaced with EMDR.  In addition, it was decided that the benefits of CMT would be used for further resourcing within the EMDR protocol. In particular, CMT strategies such as compassionate imagery, compassionate letter writing, and mindful breathing exercises were utilised to help Tom tackle his internal critic and feelings of shame. Compassion-focused homework tasks were compared to physiotherapy tasks with exercises building up psychological strength as opposed to physical strength. 
 EMDR Sessions 1& 2 - Earliest and worst memory.
To begin EMDR treatment, the resource of a ‘safe place’, was developed (Shapiro, 2001). Tom was able to connect to this ‘safe place.’ At the beginning of the first session Tom imagined a ‘compassionate inner advisor’ a kind, nurturing image that offered safety and warmth (Rossman, 1987).  The ‘inner advisor’ was an image that offered perspective, non-judgement, wisdom, strength and nurtured feelings of safety and warmth. Tom reported that this strategy helped him to become more compassionate and caring towards his own suffering, as opposed to being judgemental and critical. This image was enhanced using 4 to 6 slow sets of eye movements, which is the EMDR method for strengthening resources. 
Tom’s presenting (worst) memory was of his hand shaking when he held a pen in his hand. The most disturbing image was of people watching him when he signed his name. Tom’s Negative Cognition (NC) was “I am stupid” and his Positive Cognition (PC) was “I have intelligence”. The VOC was used to measure how true the PC felt on a scale of 1-7 and Tom rated his PC as 1. Tom reported that when he recalled the picture/incident and its related thought “I am stupid”, that he felt angry, ashamed and afraid. Utilising the SUDS, Tom was asked to rate how disturbing the incident felt on a scale of 0-10. Tom reported a score of 9 and when asked “Where do you feel it in your body?” he replied “head, stomach and right hand”.
Touchstone memories (self-defining events) from childhood may be frozen or stored in a dysfunctional way in the memory system and therefore it is important to identify these past events that have laid the foundation for current problems (Shapiro, 2001). The therapist asked Tom the following questions: “When was the earliest time you remember feeling this way?” Tom replied “I can’t remember”. Protocol in this instance is to use the ‘float back technique’ (Browning, 1999) which involves the client recalling the image of the recent trauma and associated negative words and bodily reactions. The technique requires that the client float back to an earlier time in his life when he experienced the same thoughts, feelings and bodily sensations. Two early painful memories were recalled from his childhood:
1.	An incident when he was 13 years of age when his sister had opened a letter addressed to him, which had made him very angry. He reported that opening the letter by accident was an easy mistake as they both had the same two initials and surname. After this incident, Tom stopped using his middle initial to halt confusion with incoming mail. He reported “It sounds stupid now, but at the time when we were kids getting a letter addressed to you and opening it yourself was a big deal”.
2.	The day his sister was killed in an RTA when he was 19 years old.  At that time, Tom had shut down his overwhelming emotions and never processed them. He had forgotten how painful the incident had been. After his sister’s death, Tom recommenced using his middle initial in his signature and reported “I did this in memory of my sister”.  
The recent car accident appeared to have triggered unresolved emotions about Tom’s sister’s death. It became evident that Tom’s anxiety about signing his name was linked to his sister’s loss, because his hand would become stuck/shake when he wrote his middle initial (NC – “I am stupid”,  PC- “I am intelligent”). 
EMDR processing began with the earliest memory, when his sister had opened his mail by accident. Tom reported that he felt shame and anger on recall of the target image and negative cognition. Tom rated validity of the PC at 2 on the VOC scale. In addition, his subjective unit of disturbance rating was 9.  Processing brought a richer memory of the incident, with Tom reporting that on hearing the postman at the door, his mother started shouting because he was arguing with his sister about the mail. By conclusion of the session, Tom’s SUD rating was reduced to 5, with Tom reporting shock in relation to the detail of his recall. 
At the close of the session Tom appeared tense and emotional and so the related CMT resource development protocol was utilised. Tom focused on what he needed, what he would like to believe, feel and do, and recalled a memory of a past event when he had demonstrated these specific qualities, resources, behaviours and strengths. Questions asked included: “If you woke up every morning with that ‘inner compassionate advisor’ by your side: 
•	What would be different? 
•	How would you greet the day? 
•	If you had that........in every part of your body, what would it be like? 
Tom focused on an image of his related sensory and bodily experiences, and emotions whilst performing a set of slow short eye movements that continued until he reported feeling positive bodily changes. Protocol for an incomplete session was followed and Tom’s ‘safe place’ exercise utilised. Tom agreed to write a compassionate letter to himself for the next session which started with ‘my distress is understandable because.....’ 
EMDR Session 3 & 4.
The session commenced with an update on homework from the previous week. Tom reported that he found writing a compassionate letter to himself a struggle at first but had found it a powerful and rewarding task. 
An update on the SUD level for the incidents targeted in Session 2 was explored. The SUD level was reported at 5 and so the memory of his sister opening his letter was further processed. Desensitisation using eye movements continued with a series of 6 (approximately 50 left to right eye movements) sets of eye movements. Tom reported that he felt physical disturbance in his head and stomach, and then his focus spontaneously shifted to the day his sister was killed. The therapist decided to keep EMDR processing moving, and allowed this shift of target.  Processing elicited many details about the day when the police knocked on the door to tell his parents of the tragic RTA and how his mother became bereft with grief. Tom reported “I think I went into autopilot. I was devastated but remember trying to hold it together for my parents”. He reported feeling shame and guilt after the funeral and having frequent recurring thoughts about his sister. He reported that he was quite tough on himself: “I remember thinking, pull yourself together’”. It was approximately 3 months after his sister’s death that he decided to recommence using his middle name: “I remember thinking that I would start to use it again in memory of her”. Processing continued and the SUD level reduced to 2. EMDR protocol for an incomplete session was followed.  Related CMT homework was assigned. 
EMDR Session 5.
Session 5 began with an update from the previous week. Again the SUD rating was checked and Tom reported it as 1-2. 
Processing continued with the target of his sister’s death.  By the middle of the session the SUD rating reduced to zero. Protocol, in this instance, is to move to Phase 5 (Installation), which links the desired positive cognition with the original memory. Tom thought about the original incident and the PC whilst performing a set of eye movements. A VOC rating of 7 was allocated and so we progressed to Phase 6 (Body Scan) of the 8 Phase Model. Tom closed his eyes and recalled the PC, whilst reporting his bodily sensations. Further eye movements were requested to strengthen positive feelings when discomfort was reported.   At the end of session, CMT homework was assigned.
EMDR Session 6.
Re-evaluation of session 5 took place and Tom reported no distress about the memory of his sister’s death. Treatment then shifted to processing present memories. Tom reported that during an important work meeting that he started shaking and was unable to sign his name. He recalled associated emotions, physical sensation (discomfort in hand and head) and the NC (“I am stupid”), whilst performing a further 5 sets of eye movements. In response SUD levels dropped from 9 to 2. Once again, Tom’s ‘inner compassionate advisor’ was utilised and a safe place exercise conducted. Tom’s ‘inner compassionate advisor’ was strong, wise and non-judgmental which, helped create feelings of peace, acceptance and comfort for Tom.  Related homework was assigned. 
EMDR Session 7.
Tom reported that he felt no disturbance when he thought about the target memory from the previous session, with the image of shaking during an important meeting and being unable to sign his name. He reported a VOC score of 7 upon recall of the PC “I am intelligent / I can learn to cope with anxiety”. Protocol for the EMDR 8 phase model was followed. Next, the memory of Tom’s recent car accident was processed (NC– “I am not safe” / PC– “I am safe now”) in which he had experienced a minor bump and became convinced that he had acquired a hand injury. During the initial assessment stage he had reported: “My issues with writing my name and holding my pen are because my hand was injured in the accident”. Two physical examinations had ruled out physical damage. At commencement of this session Tom now reported:
Tom:         “I know what has been happening to me ....the crash has opened 
                    something in me that reminded me of my sister and her death....”
Therapist: “What do you think it has opened up in you?”
Tom:         “Well I have been told there is nothing physically wrong with my 
                    hand....my hand was getting stuck when I wrote my middle 
                    initial....maybe the car accident reminded me of the accident she 
                    had...when she died”.
Hence, the tragic death of Tom’s pregnant sister was linked with the pseudo hand malfunction post RTA and Tom’s phobia of signing his name in public.
Tom held the image, thought, emotion and physical sensation in his thoughts, whilst performing a series of sets of eye movements. He reported experiencing discomfort whilst processing continued. The SUD level reduced to zero. Phase 5 (Installation) and Phase 6 (Body Scan) of the 8 Phase Model was employed prior to commencing work on Tom’s future template, which was planned for the following session.   Related CMT homework was assigned.
EMDR Session 8. 
The final therapy session commenced with a re-evaluation of target memories. Tom reported no disturbance and SUD score of zero. All past and present material had been fully processed and so the protocol for a future template was followed. The therapist asked Tom to visualise signing his name in a meeting. He thought about the task as if he were watching a film. He was asked to visualise himself in a room of people and being required to sign a cheque. He was able to picture himself calm, confident and experiencing no disability in his hand. This process was repeated and once again Tom reported no disturbance.
	In this final session Tom acknowledged the pain and shame he had felt in a compassionate letter which ended:
“I have been through so much pain recently and am really proud that I am taking care of myself and being kinder to myself.....I am sure my sister would be happy”. 
Nine month follow up.
 Tom reported: 
“My life has changed.....I have been signing my name in the supermarket, as well as at work.......I have started visiting my sister’s grave.....I have found comfort and peace in going there every now and then for a chat”. 
Results
INSERT TABLE 2 
 Table 2 and Figures 1 and 2 reveal the scores pre-therapy, mid-therapy, post-therapy and at 9 month follow-up for the 3 questionnaires. On the HADS, at commencement of EMDR, Tom’s score for anxiety (18) supported that he was suffering from severe anxiety and score for depression (11) suggested he was suffering with moderate depression. Scores at post-therapy for the  anxiety (5) and depression (5) subscales were within ‘normal’ range.  On the IES-R, scores at pre-therapy showed marked emotional distress pre-therapy, with large reductions at post-therapy hyper-arousal (4), intrusive thoughts (4) and avoidant behaviour (5). Scores on the SCS support that Tom developed self-compassion as therapy progressed. A score of 1.96 at pre-treatment indicated low self-compassion, 2.72 at mid-treatment moderate, and 3.71 at post-treatment represented high levels of self-compassion (Neff, 2003). At the 9 month follow-up these remained high. 




Initially Tom was referred for a course of CBT (which aimed to utilise Compassionate Mind Training) but Tom reported that he had difficulty engaging in CBT tasks outside of therapy.  He felt publicly embarrassed when he had difficulty signing his name. Tom also reported that his failure with the assigned homework was increasing his feelings of shame and guilt. A much-reported weakness of CBT is that individuals may say that they understand the logic of the approach, but report that they do not ‘feel any better’; consequently they do not persevere with the assignments and are unable to engage adequately in therapy and so do not achieve the expected outcomes (Grant, Townend, Mulhern, & Short, 2010).  Because of these challenges, the therapist and Tom decided that to discontinue the CBT therapy.
Tom had however, engaged well with Compassionate Mind Training. Tom reported that he was able to understand how thoughts, memories and images affect the brain and stated, “I am my own worst enemy”.  He welcomed the idea of working with ‘his bully within’ to change this long-standing problem.  
Therefore it was decided to continue with CMT, and to use EMDR instead of CBT to address his traumatic memories.  Both CBT and EMDR are recommended treatments for PTSD (Bisson et al., 2007) and EMDR may also be helpful with medically unexplained symptoms (van Rood & de Roos, 2009).  CMT was used as a Resource within the EMDR approach.
This case emphasises the importance of utilising treatment plans, which are adaptable and are shaped to meet individual needs (Shapiro, 2001).  Results support the argument that psychotherapists tailor therapy to meet the needs of each individual referred for therapy (Grant, Townend, Mulhern, & Short, 2010). We also consider it essential that psychotherapists  measure the effectiveness of interventions to monitor treatment response and to identify which approach is most effective for the individual client  in his/her own specific circumstances.  
Treatment effectiveness.  
EMDR therapy, combined with CMT, was an effective treatment for Tom.  He was still very symptomatic after his four CBT sessions, with scores indicating severe anxiety and moderate depression on the HADS, substantial post-traumatic stress on the IES-R, and low self-compassion on the SCS.  After EMDR, these scores were all in the normal range, and reflected a return to his normal lifestyle. See Figures 1 and 2.  In addition, Tom was able to sign his signature without any symptoms of anxiety or shame. These treatment benefits continued and were evident at 9-month follow-up.  Tom’s comments also suggest a transformation in what had been a lifetime pattern of self-criticism and low self-compassion. 
It is interesting to note that CBT that was originally provided to Tom was not an effective treatment for him.  He reported an inability to perform the exposure exercises and he experienced a resulting increase in shame.  In contrast, EMDR with CMT proved a more effective intervention. The research design of this study does not allow us to determine the individual contributions that EMDR and CMT each made to the outcome.  In particular although we can hypothesize that, by increasing self-compassion and loving kindness, the CMT work alleviated his shame and caused Tom to be more open to recalling his painful memories,  the study design did not measure the individual contribution of each treatment.  
However, the design does allow us to evaluate the contribution of therapeutic alliance. Lambert and Barley (2002) reported that only 15% of client improvement is due to utilising the theoretical model, with client and therapist characteristics and/or the therapeutic alliance a large part in aiding recovery.  Such a proposition suggests that Tom’s improvement would primarily be the result of the therapeutic alliance and/or the client-therapist relationship, independent of the therapeutic approach employed.  In this situation, all of Tom’s treatment was provided by the same therapist, who only employed a second (and successful) treatment strategy after failure to obtain results with the initial method. The success with that second treatment suggests that that CMT with EMDR provided a larger treatment effect than that simply derived from a positive client therapist effect.

The contributions of CMT within EMDR.
Tom’s case provides evidence that Compassion-Focused approaches can be highly effective as resources and interweaves in EMDR, to aid in reducing feelings of guilt and shame associated with traumatic loss. The apparent effectiveness of this combined intervention is shown in Figure 2, which demonstrates Tom’s increase in self-compassion over the course of treatment, with scores increasing from low to high levels of self-compassion.   
During Tom’s initial trauma, the loss of his sister, his emotional distress was not processed, and was stored in an isolated memory network.  He reported experiencing feelings of guilt and shame and thoughts of: “I am not good enough”.  He elaborated, that during the ensuing years, he had become his own worst critic. The application of CMT was very valuable, as it highlighted long-standing maladaptive thinking and emotional patterns that had been problematic throughout Tom’s life.  . 
Tom found compassionate imagery, compassionate letter writing and mindful breathing exercises successful at tackling his internal critic and feelings of shame. He stated that writing about his journey, creating a safe place, and imagining a warm, understanding, wise and kind self, helped him to develop compassion for his own struggles.  Tom was asked to build a compassionate self-image which included asking questions such as, what would your ideal caring, compassionate image look like? How would you like your ideal caring, compassionate image to sound? What other sensory qualities can you give to it? How would you like your ideal caring, compassionate image to relate to you and how would you like to relate to your caring, compassionate image? Tom also imagined what his ‘inner critic’ looked like and explored what his compassionate wisdom would say to him. Tom’s main strength perhaps, was that he was able to engage well with homework activities outside of therapy with compassionate letter writing and compassionate imagery proving very successful interventions. 
 At times, during EMDR processing, Tom tended to be self-disparaging and self-critical, and it was helpful to identify and challenge these occurrences.   During EMDR, compassionate interweaves were included to help Tom develop self-compassion.  EMDR’s AIP theory posits that during EMDR processing, the memory networks of traumatic events are transformed when they link up and are integrated with more adaptive material.  The application of CMT allowed for the creation of more adaptive and positive memory networks, containing positive and realistic information about Tom’s personal strengths, qualities, and resources.  Building and strengthening these memory networks with CMT made them more available during trauma processing, so that this new information could be integrated into the old memory networks of “not being good enough”.  

Resolution of Tom’s somatic symptoms and signature signing phobia
After his recent minor car accident, Tom developed a fear of signing his name and reported overwhelming feelings of blame and shame together with physical symptoms of distress. Tom’s case provides further insight into the role that traumatic memories can have on the psychological and physiological functioning of an individual.  During EMDR, Tom released that he had shut down emotionally after his sister’s tragic death, and that he had never processed many aspects of his memories.  He recalled many details and came to recognize the significance of his signature, and to understand its link with his sister’s death. He gained insight into how his recent RTA had activated parts of those isolated memory networks, causing impaired function and high anxiety.  
One could look at this scenario through a Freudian lens and see elements of repression.  Freud (1955) proposed that traumatic childhood experiences can reappear later in life “like an unlaid ghost that will not rest until the memory has been solved and spell broken” (p.122). Loftus and Ketcham (1994) beautifully captured this idea in the following statement:  “Like a magical homunculus in the unconscious mind that periodically ventures out into the light of day and grabs hold of a memory, scurries underground, and stores it in a dark corner of the insensible self, waiting a few decades before digging it up and tossing it back out again” (p.214).
EMDR theory has a different perspective of forgotten memories.  Shapiro’s (2001) AIP model proposes that unprocessed memories may be stored in isolated memory networks and can exist outside awareness until they are dysfunctionally activated by current experiences with some similarity to the original event.  This appears to have been the case with Tom.  The experience of his own car accident, in which he thought he could have died, reminded him of his sister’s accident decades before, and activated that isolated memory network, producing related psychological and somatic symptoms.  When EMDR treatment effectively targeted the memories of his sister’s death and those about signing his name, Tom became aware of the links between his sister’s death, his signature, and his recent RTA.  The isolated memories were integrated with more adaptive information (e.g., self-compassion), and the symptoms were resolved. 

Recommendations. 
As professionals, therapists are required to continue examining data from research and to be open to new ideas and challenges. This case study suggests that Randomised Control Trials are not the only method for evaluating therapies. Tom’s case has demonstrated that reports from case studies can contribute to counselling knowledge.  We recommend that future research be designed to further investigate the preliminary findings from this study.  A multiple baseline case study could be used to examine the individual contributions of CMT and EMDR.  . Examining evidence of therapy outcomes from single case studies is essential if we, as a therapeutic community, aim to develop knowledge about treatment techniques (McLeod, 2010).
As counselling and psychotherapy continue to grow and evolve as a profession, the developments of ‘third wave’ approaches such as mindfulness (Segal, Williams, & Teasdale, 2001) and compassion-focused therapy (Gilbert & Irons, 2004) offer exciting new challenges to investigate.   We recommend future research investigating the value of adding CMT to EMDR. 
Conclusion. 
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Table 1: Some of the interventions used in CMT
Approach used	Compassionate Mind Training
Reflective approach -therapist and client based interventions	Compassionate letter writing – focusing on being kind, supportive and nurturing. Developing sensitivity, sympathy, acceptance and insight into one’s own difficulties through self-reflection.Refocusing attention by reflecting on what would be helpful.Use of Self-compassion diary/journal.Use of imagery to help deal with problems (imagining the compassionate self dealing with this problem).





Pre-therapy, mid-therapy, post-therapy and 9 month follow-up scores 

ScaleHADS    Anxiety    DepressionIES-R    AvoidanceHyperarousal    IntrusionSCS	Session scores on the questionnaires
	Pre-therapy(Session 1)	Mid-therapy(Session 4)	Post-therapy                  9month (Session 8)                  Follow-up
	18	14	       5                                 6                     
	11	8	       5                                 4
	                                 28	                                           17           	                                        5                                 4
	15	14	       4                                 6















Figure 2: Pre, mid, post-therapy and 9 month follow-up SCS scores






